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S 000 Initial Comments = 000 (JZ) S 134 The Surgery Department Director has
updated the Southem Hills policy on Surgery | (} 4
This Statement of Deficiencies was generated as /M IO |

Case Delays/Bumping. The policy has been

a result of complaint investigation conducted in{& updated to include the following:

your facility on 10/27/09 and finalized on

10/28/089, in accordance with Nevada ' \\ 4 Purpose: To establish a procedure of
Administrative Code, Chapter 449, Hospitals. ' physician and patient notification for late,

| &d d, or cancelled procedures due to
Complaint #NV00022866 was unsubstantiated. [ NL postponed, ey
Corplalt ENVBOt5400 unsubstantiated. \ local staffs inability to start as scheduled.
Complaint #NV00022674 was substantiated with
deficiencies cited.

(See Tag S0134)
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Procedure:

Physician and Patient Notification of Delay:
Any case that was scheduled and then
cancelled by the physician or physician
office:

A Plan of Correction (POC) must be submitted.
The POC must relate to the care of all patients
and prevent such occurrences in the future. The

intended completion dates and the mechanism(s) o Itis the responsibility of the physician to

established to assure ongoing compliance must communicate the cancelled case to the
be included. patient and the Anesthesiologist.

* Itis the responsibility of the physician to
Monitoring visits may be imposed to ensure communicate to Surgery Scheduling
on-going compliance with regulatory ' department of the cancelled case.

Any case delayed due to late starts or
unexpected run-over of the current case

requirements.

The findings and conclusions of any investigation requires physician and patient notification.
by the Health Division shall not be construed as . - _ _
prohibiting any criminal or civil investigations, It is the responsibility of the Surgical Service
actions or other claims for relief that may be I:Iaar;st?s?:l:)ﬁ::ut:iacg 't';f:?;‘frt"e"’: ;ﬁgﬁggg
::’aigagelcfga?gw%arw under applicable federal, family and documentation must reflect that

the information was communicated.

The following deficiencies were identified. The policy has been approved by the

Director of Surgery, Director of Quality

S 134/ NAC 449.329 Admission of Patients S 134 Management and the Interim CEO on 11-19-
09. The policy will be forwarded to the next
2. Ensure that each patient, or the parent, Medical Executive Committee and well as
guardian or other person legally responsible far Board of Trustees.

the patient, receives information about the
proposed care of the patient.
This Regulation is not met as evidenced by:

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies. -
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S 134| Continued From page 1 S134 S 134 The Surgery Department Director will i, 14 loﬁ
Based on interview, record review and document educate her staff regarding the new policy
review the facility failed to ensure a patient over the next 2 weeks, with the deadlina
scheduied for surgery received information date of December 4, 2009,
regarding a significant delay in the surgical
procedure and the proposed care of the patient. e
(Patient #1)
To ensure compliance, the Surgery
Severity: 2 Scope: 1 Department Director will conduct weekly
audits of postponed/cancelled surgeries and
Complaint # 22674 audit for the documentation of
communication to the patient/family in the
medical record. This audit will begin
December 7, 2009. This audit will continue
untll & 4 month average of 100% compliance
is achieved. Once achieved, a random audit
will be conducted by the Surgery
Department Director. All ron compliance will
resuit in.education/corrective action with the
employee involved, #‘
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